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APPENDIX C: HOSPITAL RESPONSES 

 

Each of the hospitals included in the CCORP 2003-2004 report was provided with a preliminary 
report containing the risk-adjustment model and outcome results and allowed a 60-day review 
period for submitting statements to OSHPD.  Letters were received from two hospitals and they 
are included in this appendix. The hospital comments have been summarized into the following 
categories: 
 
1.  Risk-adjustment methodology 
 
Comment: 
 
One hospital raised concerns regarding the methodology used for risk adjustment. The hospital 
listed cases where the death of the patient was attributed to the presence of end-stage lung 
disease, end-stage renal disease, and end-stage ischemic cardiomyopathy combined with 
congestive heart failure.  According to the hospital, these patients did not die as a result of the 
CABG surgery.   

 
Response: 
 
The CCORP report uses a risk-adjustment methodology that takes into account the pre-
operative risk factors reflecting severity of illness and risk of mortality for each patient.  The 
presence of end-stage lung disease, renal disease, or congestive heart failure is captured by 
risk factors such as chronic lung disease, creatinine level, and congestive heart failure.  
Although not all possible risk factors can be included in the model, CCORP includes the risk 
factors that are included by STS and other similar programs.  The CCORP risk model provides 
appropriate adjustments to hospitals that treat severely ill patients.   
 
2.  Operative mortality  
 
Comment: 
 
A hospital raised concerns about the CCORP definition of mortality.  The author noted that this 
definition of mortality penalizes hospitals that do not transfer their CABG surgery patients to 
other facilities after 30 days.  Patients who are transferred to another facility and expire after 30 
days are not counted as deaths, whereas patients who are not transferred and expire after 30 
days are counted as deaths.   
 
Response: 

 
CCORP uses operative mortality (patient death occurring in the hospital after CABG surgery, 
regardless of the length of stay or death occurring anywhere after hospital discharge, but within 
30 days of the CABG surgery) as the outcome measure.  Patient death is confirmed by linking 
CCORP data with the state death file provided by the California Department of Health Services. 
If a patient is transferred to another institution and dies there within 30 days after the surgery, 
the death is captured by this linkage. Using operative mortality helps avoid some potential 
“gaming” of outcomes through discharge practices though patients who are transferred 30 days 
after the operation and die in other facilities are not included in the mortality count.  While 
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another measure could be used, CCORP decided to align its quality measure with the National 
Society for Thoracic Surgery (STS) which also uses operative mortality as their primary 
outcome measure for CABG quality reporting.    

 
3. Consistency in coding 
 
Comment: 
 
Another concern was raised about the variation in coding of the risk factors, which can affect the 
validity of risk-adjusted results.  Specifically, overstating the risk profiles of patients may provide 
an unfair advantage to some hospitals.  In addition, the hospital mentioned that potentially 
difficult-to-measure risk factors not included in the current model may increase or decrease a 
patient’s risk of an adverse outcome.    
 
Response: 
 
When this program first began, all hospital staff involved in abstracting surgical data were 
offered in-person instruction by the CCORP consulting cardiologist and training videos of these 
sessions were later distributed.  Hospitals were also provided with a data abstractor’s manual 
that clearly defines the data elements and the coding structure.  For difficult to code elements, 
CCORP offers further information on the OSHPD Web site and refers unique cases to the 
consulting cardiologist.  CCORP data for 2003 and 2004 were also subjected to medical chart 
review.  The primary candidates for data audit were hospitals and surgeons identified as outliers 
on a preliminary basis, near outliers, or hospitals/surgeons with apparent over-reporting or 
under-reporting of risk factors.   Audit data replaced the data submitted from the hospitals.  The 
medical chart review, along with other analyses and data quality reports ensures the fairness of 
risk factor coding across hospitals.  Information about the medical chart audit process is 
provided in Section III.  

 
4. Combining years of data 
 
Comment: 
 
A hospital expressed concern about reporting separate results for individual years and 
combined years.  The hospital believes caution should be used in interpretation of the mortality 
statistics.   
 
Response: 
 
CCORP reported hospital level data for 2003-2004 combined and 2004 separately in this report.  
The combined year data allows for direct comparison to the 2003-2004 surgeon level results.  
The two-year combined results are statistically more stable than the results from a single year of 
data, especially for lower volume hospitals.  However, the 2004 data allows readers to see the 
most current performance and to observe any changes from the 2003 hospital level results 
previously reported. 
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5. Use of the Internal Mammary Artery (IMA) 
 
Comment:  
 
One hospital commented on the absence of consensus on what constitutes an unacceptably 
low level of IMA usage.  However, the hospital does recognize the current endorsement, by 
groups like Leapfrog, National Quality Forum, Society for Thoracic Surgeons and programs like 
CCORP in regard to the importance of IMA usage for CABG surgeries. This hospital also stated 
that during the past 18 months IMA usage for CABG surgeries at their facility has significantly 
increased. 
 
Response:  
 
According to the STS, the internal mammary artery confers long-term graft patency and 
improves patient survival as compared to surgical revascularization with venous conduits alone.  
Despite these advantages there is great variability in its application.  The main goal of public 
reporting of IMA usage rates is to encourage hospitals and surgeons to consider the IMA when 
appropriate.  Absent clinical consensus on what constitutes an unacceptably low level of IMA 
usage, this report adopted a statistical one.  CCORP encourages all hospitals and surgeons to 
make efforts to increase IMA usage rates.  

 
The hospital letters received in response to this report follow. 
 

 121 



THE CALIFORNIA REPORT ON CORONARY ARTERY BYPASS GRAFT SURGERY 
 

 

122 



THE CALIFORNIA REPORT ON CORONARY ARTERY BYPASS GRAFT SURGERY 
 

 

 123 



THE CALIFORNIA REPORT ON CORONARY ARTERY BYPASS GRAFT SURGERY 
 

 

124 



THE CALIFORNIA REPORT ON CORONARY ARTERY BYPASS GRAFT SURGERY 
 

 
 
 

 

 125 


